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Role Call
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• Discuss prior meeting (high level)

• Topic for the meeting

• Plan and expectations for next meeting

It is ok to ask questions during the meeting and between 

meetings. These questions and answers will be shared at 

the beginning of each meeting. 

Format of Workgroup
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 Identify how the Health Homes meet the provider standards set forth by the federal government as 

well as identify appropriate oversight of those standards. 

 Develop a proposal for a payment methodology that is consistent with the goals of efficiency, 

economy, and quality of care. The rate will be developed according to the actual cost of providing 

each component of the service.

 Review member qualifications in order to propose qualifications that meets federal and state code. 

 Update Health Home Services to reflect whole-person team based-care while reducing provider 

burden.

 Develop a Quality Improvement model that can be adopted by Integrated Health Homes. 

 Develop a proposal to present to the State that encompasses all the forementioned goals.

What is Our Why? What Do We Want to 

Accomplish?
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• You can respect another person’s point of view without agreeing with them.

• Respectfully challenge the idea, not the person and bring potential solutions.

• Blame or judgment will get you further from a solution, not closer.

• Honest and constructive discussions are necessary to get the best results.

• Listen respectfully, without interrupting.

• Listen actively and with an ear to understanding others' views. (Don’t just think about what you are 

going to say while someone else is talking.)

• Commit to learning, not debating. Comment in order to share information, not to persuade.

• Avoid blame, speculation, and inflammatory language.

• Allow everyone the chance to speak.

Ground Rules
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• Review of Last Meeting

• Workgroup Report

• Provider Standards Deep Dive

– How does the Health Home Meet? 

– Peer Support and Family Peer Support IHH responsibility to coordinate services when 

they qualify for Habilitation/CHW, but services are not available. 

– Managing Habilitation and CMHW

– How does the MCO/Iowa Medicaid support and oversee?

– Address feedback of MCO/IME Administrative Oversight Burden

– Using the larger organization to support the work

Objectives 
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• Reviewed the timeline and plan for the next few months 

• Met with Karen Hyatt from DHS and Kellie McCrory 

University of Iowa to discuss Peer/Family Peer. 

• Discussed brainstorming activity to assist in creating 

robust discussions. 

• Questions/Answers 

Last Meeting
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Workgroup Report
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Overview of the Timeline
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Documents for Today
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Provider Standards



12

• A fundamental truth or proposition that serves as the 
foundation for a system of belief or behavior or for a 
chain of reasoning.

• Morally correct behavior and attitudes.

Principles
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Work or operate in a proper or particular way.

Function 
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• How does the Health Home meet provider standards

• How does Lead Entity oversee along with IME to ensure 

standards are met (Federal requirement) without being 

overly burdensome.

Considerations
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• Meet state specific standards for a patient-centered medical home/Health Home 

which, at a minimum, encompass the health home delivery system requirements 

(listed below), or

• At state option, be accredited by a national accreditation organization that has 
standards equal to or more stringent than applicable state-specific standards.

To support the key Health Home service delivery system 

principles, CMS recommends that Health Home providers use 
one of the following options:
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• Primary care physician/nurse practitioner

• Nurse

• Behavioral health care provider

• Social work professional

• Other providers appropriate for the condition of the enrollees

States will need at a minimum, to include a designated provider or team 

of health care professionals that includes, employs, contracts with, or 

otherwise has access to interdisciplinary teams that consist of the 

following:
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Describe the qualifications and standards that must be met in order for that 

kind of professional/provider to participate in the Health Homes program, 

including professional degrees, certifications and licenses to practice in the 

state and the capability to provide all six Health Homes services

Degrees, certifications, and  

licensures, for Health Home Team
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Coordinate and provide access to high-quality health care 

services informed by evidence-based clinical practice guidelines. 

Demonstrate clinical competency for serving the 

complex needs of health home enrollees using 

evidence-based protocols



19

• Coordinate and provide access to preventive and health promotion services, 

including prevention of mental illness and substance use disorders. 

• Coordinate and provide access to mental health and substance abuse services.

• Coordinate and provide access to chronic disease management, including self-

management support to individuals and their families. 

• Coordinate and provide access to individual and family supports, including 

referral to community, social support, and recovery services.

• Coordinate and provide access to long-term care supports and services.

Demonstrate the ability for effectively coordinating the full range of 

medical, behavioral health, long-term services and supports, and social 

services for medically complex individuals with chronic conditions.
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Develop a person-centered care plan for each individual that 

coordinates and integrates all of his or her clinical and non-clinical 
health-care related needs and services.

Provide health home services that operate under a “whole-person” 

approach to care using a comprehensive needs assessment and an 

integrated person-centered care planning process to coordinate care.
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Have conflict of interest safeguards in place to assure 

enrollee rights and protections are not violated, and that 

services are coordinated in accordance with enrollee 

needs expressed in the person-centered care plan, rather 

than based on financial interests or arrangements of the 

health home provider.

Conflict of Interest 



22

Provide access to timely health care 24 hours a 

day, 7 days a week to address any immediate care 
needs of their health home enrollees.

Timely Access
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Have in place operational protocol, as well as 

communication procedures to assure care coordination 

across all elements of the health care system (hospitals, 

specialty providers, social service providers, other 

community-based settings, etc.).

Protocols to Communicate with the 

Member’s Providers.
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Coordinate and provide access to comprehensive care 

management, care coordination, and transitional care 

across settings. Transitional care includes appropriate 

follow-up from inpatient to other settings, such as 

participation in discharge planning and facilitating transfer 

from a pediatric to an adult system of health care.

Have protocols for ensuring safe care transitions, including 

established agreements and relationships with hospitals and 

other community-based settings
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• Establish a continuous quality improvement program that includes 
a process for collection and reporting of health home data for 
quality monitoring and program performance; permits evaluation of 
increased coordination and chronic disease management on 
individual-level clinical outcomes, experience of care outcomes, 
and quality of care outcomes at the population level.

– Establish a continuous quality improvement program and collect and 
report on data that permits an evaluation of increased coordination of 
care and chronic disease management on individual-level clinical 
outcomes, experience of care outcomes, and quality of care outcomes 
at the population level.

Continuous Quality Improvement 
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Use data for population health management, tracking 

tests, referrals and follow-up, and medication 

management.

Population Health
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• Use health information technology to link services and 

facilitate communication among interdisciplinary team 

members and other providers to coordinate care and 

improve service delivery across the care continuum.

– Demonstrate a capacity to use health information technology to 

link services, facilitate communication among team members and 

between the health team and individual and family caregivers, and 

provide feedback to practices, as feasible and appropriate.

Health Information Technology 
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• Review of this meeting’s feedback

• Review updated Workgroup Report

• Review follow-up from prior meeting

Next Steps


